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This visit was for a standard licensure survey.

Facility Number:  005111

Survey Date:  8/18/14

Surveyors:

Trisha Goodwin, RN BSE

Public Health Nurse Surveyor/Administrator

Jennifer Hembree, RN

Public Health Nurse Surveyor

Ken Ziegler

Medical Surveyor

St. Mary's Warrick Hospital is in compliance with 

410 IAC 15-1, Hospital Licensure Rules.
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